The Department of Defense is aggressively addressing combat stress reactions (CSRs) through comprehensive Combat/Operational Stress Control (COSC) briefings/programs and referral resources for the prevention, identification, and treatment of stress reactions. The purpose of this study was to develop and administer a survey to assess perceptions of CSRs and barriers to care which affect help-seeking behavior in Marines attending the COSC program. A sample of 553 U.S. Marine Corps Officers and Enlisted personnel from Air (44%), Logistics (38%), and Infantry (18%) communities were recruited for the survey. The results suggested that misconceptions and stigma about CSRs still persist in Marines. The findings reinforced the need to facilitate treatment utilization by focusing on mental health-related stigma as well as organizational barriers.
INTRODUCTION
The recent wars in Iraq and Afghanistan are the most sustained U.S. combat operations since the Vietnam War. Consequently, the number of veterans at risk for mental health problems which are commonly associated with sustained combat operations has continued to rise. 1 A recent longitudinal study suggested that more than 40% of Iraq and Afghanistan veterans who sought treatment from a Veterans Administration hospital suffer from a mental disorder (e.g., post-traumatic stress disorder, depression, and anxiety) or a related behavioral problem (e.g., alcohol abuse). 1 Similarly, another study reported that 35% of Army and Marine veterans accessed military mental health services within 1 year of returning home. 2 Early identification and treatment for mental illness is particularly important because once chronic post-traumatic adaptation difficulties develop, they tend to persist across the life span. 3 These adaptation difficulties can be resistant to treatments that are otherwise shown to be effective in cases of early diagnosis. 4 However, early identification and treatment of mental illness is a particular challenge within the military. A previous study has shown that only 23 to 40% of Soldiers and Marines with symptoms of mental illness sought mental health care. 5 Stigma-related beliefs about mental illness and mental health treatment as well as institutional factors have been identified as barriers to health care. 6, 7 Stigma-Related Beliefs Stigma is generally categorized as public and self-stigma. 8 Public stigma relates to beliefs held by the general public about the attributes of those with mental illness that can consequently lead to prejudice and discrimination. Therefore, individuals who need treatment may decide against it to avoid these negative consequences. Self-stigma, on the other hand, reflects an individual's internalization of the cultural beliefs about mental illness which leads to feelings of shame and inadequacy, and consequently treatment seeking may be avoided. Although public and self-stigma can be teased apart, they often interact with each other to influence helpseeking behavior. 9 The development of stigma about mental health problems within the military culture is a systematic issue which is deeply rooted in the military traditions. 10 Many of the attitudes and beliefs that prepare warriors for battle may prevent them from seeking help. 11 Attitudes such as toughness, mission centeredness, and self-and group-based sufficiency are instilled in service members to ensure combat readiness. This training system contributes to the notion that help seeking is a sign of weakness and that strong, self-reliant individuals can prevent problem or injury. Thus, the value placed on strength creates the risk of stigma for any situation in which weakness is perceived.
Hoge and colleagues 5 found that many soldiers and Marines believe that receiving mental health services would cause them to be seen as weak (65%), be treated differently by unit leaders (63%), lose confidence of their peers (59%), or be blamed for their problems (50%), or that their careers would be harmed. Among soldiers and Marines with mental health issues surveyed, only 38 to 45% reported an interest in receiving services.
Negative attitudes about treatment can inversely predict treatment seeking. 7 Moreover, perceptions that asking for help is an admission of failure or weakness also have shown to predict decisions to seek mental health treatment over time. 12, 13 Additionally, treatment-seeking decisions are also affected by perceptions of responsibility for the mental health problem. Service member who believe that individuals with psychiatric problems are responsible for their disorder are less likely to seek care for themselves when they need it. 14 Interestingly, studies have demonstrated that those individuals reporting highest levels of mental health symptoms have the greatest concerns related to stigma 5, 9 In other words, individuals who might benefit most from receiving mental health care are the ones most affected by stigma and the ones least likely to seek treatment. Thus, stigma about mental health problems is not only a barrier to initiate care, it may also be a barrier to continue care.
Institutional Factors
Perceived organization support and the perception that the organization is committed to the welfare of its employees have been shown to be related to help-seeking behavior. Officer leadership and unit cohesion have also been shown to be associated with lower levels of stigma and perceived barriers to care. 9 Additionally, the location of the mental health clinics has been identified as a potential barrier to care. Mental health specialty clinics can contribute to stigmatization just by having separate facilities, entrances, and medical records. This problem may be further compounded by the military environment where Marines live and work together, and consequently lack proper privacy when using a mental health clinic on a base or a post. 6 Moreover, a high proportion of soldiers with mental health problems express concerns about such issues as difficulty with scheduling an appointment, getting time off for treatment, and the cost of mental health care. 5, 7 Overview The primary consequence of treatment barriers is that many individuals live with, and are negatively affected by, treatable forms of psychopathology. Both institutional and stigma-related factors are modifiable, and the link between these barriers and treatment-seeking decisions highlights the importance of identifying mechanisms that can reduce such concerns. 9 In recent years, the Department of Defense (DoD) has made considerable efforts to anticipate and address the mental health needs of military personnel. The DoD has pursued a comprehensive approach to combat stress prevention as well as early detection and treatment by offering predeployment combat stress briefings, more comprehensive screening for combat stress reactions (CSRs), and providing mental health treatment services in combat setting (e.g., "forward psychiatry" including Operational Stress Control and Readiness [OSCAR] program). Additionally, in order to facilitate treatment, the DoD has taken measures to overcome barriers to care by providing mental health services in primary care clinics (as opposed to specialty care services for mental health). These efforts are likely to enhance awareness and treatment of mental health issues, establish standardized mental health services as routine (increased screening), improve accessibility through walk-in treatment (i.e., no appointment necessary), and increase patient trust and reduce social stigma of mental illness. 5, 15 Additionally, the U.S. Marine Corps (USMC) has incorporated the Combat and Operational Stress Control (COSC) program in 2005 to address combat operational stress and encourage service members and their families to seek the help when required. The three main objectives of the program are prevention, identification, and treatment of stress problems in order to create and preserve a ready force as well as to promote the long-term health and well-being of service members and their families. 16 The current study is the first effort to collect systematic data directly from the USMC personnel who are the target group for the COSC program. The main objective of this explorative study was to identify malleable factors such as attitude towards CSRs and the barriers which affect helpseeking behavior. This study was designed to gather data that can be applied to enhance combat stress briefings to improve help-seeking behavior by targeting the specific concerns. The results of this study can be used as a baseline to track changes in perceptions of CSRs, barriers to care, and treatment utilization, which could help inform future development of the program.
METHOD

Participants
The sample consisted of 553 Marines from Marine Corps University at Quantico, Virginia (57.2%), Marine Corps Air Station at Miramar (13.1%), Barstow Logistics Base (10.5%), and March Air Force Base (19.2%). The participants were drawn from all 3 communities: Infantry (18%), Logistics (38%), and Air (44%). Demographic data are outlined in Table I .
Measures
The questionnaire was specifically designed to assess common perceptions of CSRs and barriers to help-seeking behavior and treatment utilization. In addition to these measures, the questionnaire included questions about the presence of current stress and emotional problems as well as background information such as demographics and military experience. The instrument was a face-valid measure, which was developed by interviewing military subject matter experts on combat stress, post-traumatic stress disorder, and the COSC programs (i.e., psychiatrists, psychologists, physicians, chaplains, and corpsmen) and by modifying previous scales. 5 
Common Perceptions of CSRs and Barriers to Care
The common perceptions of CSRs and barriers to care scales consisted of 16 and 18 items, respectively, and was measured on a 5-point Likert-type scale (1 = "Strongly Disagree" to 5 = "Strongly Agree"). These scales were modified from the scales used in a previous study. 5 The scale stem for common perceptions of CSRs asked respondents to: "Rate your degree of agreement with the following views on combat stress reactions." Examples of common perceptions of CSRs that individuals could indorse included: "CSRs are short-term reactions in most people," "CSRs are treatable;" and "CSRs result from inexperience with combat settings." The scale stem for barriers to care asked respondents to: "Rate how each of the following beliefs might affect your decision to receive mental health services if you ever had a problem." Examples of barriers to care items included: "I want to solve the problem on my own," "It could harm my career;" and "I don't know where to get help."
Emotional Stress
Two items were used to measure the presence and the extent of postdeployment emotional stress on a 4-point scale (1 = "Not at all" to 4 = "A lot"). The scale stem for the presence of emotional stress asked respondents: "Is your most recent deployment still causing you overall emotional stress?" The scale stem for the presence of emotional stress asked respondents: "During the past 12 months how much did your strong emotions resulting from deployment interfere with your ability to perform your military job?"
Treatment Utilization
A single item was used to assess treatment utilization rates for stress or emotional problem since returning from deployment. The responses were classified as "I never wanted help," "I needed or wanted help but did not seek help," "I wanted and sought help but have not received any help so far;" and "I wanted and received help."
Procedure
Participating units were selected to ensure variability by including all three communities (i.e., Infantry, Logistics, and Air). Initially, command leadership at participating units made announcements about the survey before their scheduled briefing. Marines in the class rooms were free to choose to participate in the survey or to leave the room at the end of their scheduled briefings. Approximately 99% of the Marines chose to participate in each of the classes. The questionnaire was administered in group settings. In accordance with an Institutional Review Board, participants were asked to fill out an anonymous questionnaire that took approximately 15 to 25 minutes to complete.
RESULTS
Analyses
Analyses included χ 2 comparisons of response patterns of the sample based on gender (male vs. female), age ( 25 years vs. 25 years), education (an associate degree or higher vs. no college degree), combat experience (any vs. none) and unit (Infantry, Air, and Logistics). Additionally, χ 2 analyses were performed to evaluate the relationship between the most common perceptions and the common barriers to care with helpseeking behavior (needed but did not ask for help; N = 49 vs. need and sought help; N = 46). Marines with scores of 3 (agreement or strong agreement) were classified as having agreement with the perceptions of CSRs and the barriers to care and were compared with Marines with scores of 3 (disagreement or strong disagreement). Alpha was set at 0.05 for all comparisons.
Demographics
A majority of the Marines were men (92%) with an average age of 28 (SD = 5.2). Most of the participants had some college or a college degree (73%), and the most common paygrades were E4-E6 (49.1%). The majority of the participants were active duty (81.6%) and married (57.2%). The mean years of military service was 7.7 (SD = 4.4) years. More than half (57.2%) of the Marines had been deployed at least once, out of which 33.8% had been deployed once and 23.4% had been deployed more than once.
Combat Experience and Combat Stress
Scores on combat exposure revealed that the most common combat exposures included seeing destroyed homes or villages (27.4%); receiving incoming artillery, rocket, or mortar fire (25.6%); and feeling that they could be killed at any time (20.1%). When asked if their most recent deployment was still causing stress, 43.5% of the Marines agreed or strongly agreed that their recent deployment was stressful, and 34.1% reported that their most recent deployment was still causing stress. About one-third (31.2%) reported having some emotional interference (ranging from "a little" to "a lot") in their job performance. The mean score of combat stress and emotional interference did not differ significantly across the 3 communities. Moreover, surprisingly, the mean scores of the degree of emotional interference also did not differ significantly according to the number of deployments. Time since deployment, on the other hand, was significantly correlated to reported emotional interference (F (6, 456) = 7.77, p 0.05, partial eta-squared = 0.093). Particularly, emotional interference reported within a month of returning from deployment was significantly higher than that reported after 4 months and beyond. Additionally, although time since deployment affected emotional interference, it did not affect perceived stress after deployment.
Common Perceptions of CSRs
The most common perception of CSRs was that CSRs are treatable (70.5%), normal (68.2%), can be individually managed (57.4%), and harmful to career (46.7%). In addition, some Marines believed that CSRs are short-term reactions (32.5 %), result from inexperience with combat (30.2%), can improve without treatment over time (29%), and are preventable with training (27.4%).
Women were less likely to attribute CSRs to poor leadership, χ 2 (1) = 3.88, p 0.05, but were more likely to believe that CSRs are a form of brain injury, χ 2 (1) = 10.97, p = 0.001. Marines in the Infantry unit were less likely to think of CSRs as permanent disability, χ 2 (2) = 14.69, p = 0.001, and that CSRs can result in termination of career, χ 2 (2) = 6.83, p 0.05, whereas Marines in the Logistics unit were more likely to think of CSRs as self-serving, χ 2 (2) = 12.06, p 0.01. Marines with combat experience were less likely to think of CSR as brain injury, χ 2 (1) = 5.56, p 0.05 and that it should be managed by the unit, χ 2 (1) = 5.53, p 0.05.
Additionally, Marines with a college degree were less likely to think that CSRs represent permanent disability, χ 2 (1) = 20.82, p 0.001, that it should be unit-managed, χ 2 (1) = 4.44, p 0.05, and that it results from inexperience, χ 2 (1) = 9.35, p 0.01. College educated Marines were also more likely to think of CSRs as treatable, χ 2 (1) = 8.75, p 0.01, and less likely to think of CSRs as brain injury, χ 2 (1) = 8.25, p 0.01 and as self-serving, χ 2 (1) = 4.46, p 0.05. Younger Marines, on the other hand, were more likely to think of CSRs as permanent disability, χ 2 (1) = 9.35, p = 0.001, as a form of brain injury, χ 2 (1) = 7.88, p 0.01, and that it should be managed by the unit, χ 2 (1) = 5.21, p 0.05.
Barriers to Help-seeking Behavior
The most common belief that reportedly affected their decision to utilize resources for mental health was their desire to solve their own problem (64.5%). They also reported a fear of their command losing trust in them (49.8%), being treated differently (45%), lack of confidentiality (37%) and a fear of negative effect on their career (36.5%). However, lack of awareness of resources for help (9.4%), belief that the treatment is not effective (8.1%), and discouragement from leadership to seek help (7.7%) were the least common beliefs that reportedly affect their decision to seek out mental health support.
Women were more likely to be concerned about supervisors' discouragement of using mental health services, χ 2 (1) = 4.01, p 0.05. Younger Marines, on the other hand, were more likely to prefer alternative treatment, χ 2 (1) = 6.72, p = 0.01, be unsure about the available resources for help, χ 2 (1) = 5.78, p 0.05, and worry about transportation, χ 2 (1) = 5.56, p 0.05 and cost of treatment, χ 2 (1) = 4.29, p 0.05. Additionally, Marines with a college degree were more likely to be embarrassed about mental health problems, χ 2 (1) = 11.70, p = 0.001, worry about their units losing confidence in them, χ 2 (1) = 11.05, p = 0.001, and leadership treating them differently, χ 2 (1) = 13.59, p 0.001, but were less likely to be concerned about transportation, χ 2 (1) = 7.47, p 0.01 and cost of treatment, χ 2 (1) = 6.45, p 0.05. Interestingly, Marines with and without combat experience did not differ significantly in their perceptions of barriers to care.
Treatment Utilization
A majority (79.9%) of Marines reported that they never needed or asked for help. However, 10.4% reported that they wanted but did not ask for help, 2.3% stated that they sought but did not receive help, and 7.4% of the Marines reported that they wanted and received help.
Help-seeking behavior was not significantly related to any of the common perceptions such as CSRs are treatable, χ 2 (1) = 0.38, p 0.05, normal, χ 2 (1) = 1.84, p 0.05, can be individually managed, χ 2 (1) = 0.21, p 0.05, harmful to career, χ 2 (1) = 1.00, p 0.05, short-term reactions, χ 2 (1) = 0.94, p 0.05, result from inexperience, χ 2 (1) = 1.61, p 0.05, improve over time, χ 2 (1) = 0.70, p 0.05, and preventable with training, χ 2 (1) = 2.28, p 0.05.
Similarly, help-seeking behavior was not significantly related to any of the common barriers to care such as desire to solve own problem, χ 2 (1) = 0.013, p 0.05, fear of command losing trust, χ 2 (1) = 2.25, p 0.05, being treated differently, χ 2 (1) = 1.84, p 0.05, and fear of lack of confidentiality, χ 2 (1) = 0.94, p 0.05.
DISCUSSION
The present study recruited Marine officers and enlisted personnel to evaluate common perceptions of CSRs, barriers to seeking help, and treatment utilization. The results of this survey provided data that can be used as a baseline to track changes of perception over time in service members in the COSC program. These data can also be used to modify combat stress briefings to target the specific concerns and improve help-seeking behavior.
The findings of the survey revealed that the most common perception of the CSRs is that these are treatable, normal, and short-term reactions. Additionally, the most common beliefs that affect mental health decisions included a preference to solve their own problem, fear of being treated differently, fear of their unit losing trust in them, fear of nonconfidentiality, and fear of harming career. Some of the perceptions of CSRs and barriers to care differed based on gender, age, and education. Notably, younger Marines seem to have more misconceptions of CSRs (e.g., permanent disability, form of brain injury), and are more likely to be unsure about the available resources, and worry about cost and transportation related to treatment. College educated Marines, on the other hand, were more likely to be embarrassed about mental health problems and worry about losing the trust of their unit and being treated differently by the leadership.
The results of this study showed that combat stress and the degree of emotional interference did not differ significantly across the three communities. As expected, time since deployment was negatively correlated to reported emotional interference. However, inconsistent with a previous study, 12 the number of deployments was not significantly related to the Marines' perception of CSRs. Similarly, emotional interference did not differ significantly according to the number of deployments. Incidentally, the majority (76.6%) of our sample had none or one deployment experience, and a relatively smaller proportion had 2 or more deployment experiences (23.4%). Thus, a smaller proportion of the sample with 2 or more deployment may have undermined the association between the number of deployments and perceptions of CSRs as well as the degree of emotional interference.
Inconsistent with the previous studies, 7, 13 the results of the current study did not find a relationship between stigma and barriers to care with help-seeking behavior. Incidentally, the majority of the Marines in the sample (79.9%) reported that they never needed or asked for help. Thus, the small proportion of the Marines who actually needed help may have diluted the association between negative attitude and help-seeking behavior.
Overall, the findings of the study reinforce the need to implement policies and programs to promote leadership support and confidentiality. The Marines should be properly advised about the consequences of seeking help for mental health. They should also be advised regarding confidentiality of personal health information in the military. For many military members, it is often difficult to separate stigma from legitimate concerns regarding real potential consequences of help seeking. Confidentiality regarding mental health treatment is a major concern for many military men and women. 13 Moreover, mental health diagnoses are listed on fitness-for-duty profiles, which may then render service members ineligible for certain career tracks. 8 Consequently, issues of stigma may be more difficult to target for current military members compared to military veterans who have separated from military service which should be taken into consideration when applying stigma intervention.
Further emphasis should be placed on the importance of early identification and treatment to help minimize chronic and post-traumatic adaptation difficulties later on. As noted earlier, early identification and intervention can be particularly effective in treating CSR symptoms. Previous studies have explored effective strategies to encourage help-seeking behavior. For instance, a brief cognitive behavioral intervention, focused on modifying beliefs about mental health treatment, has been shown to be effective in increasing treatment-seeking behavior in a small sample of National Guard soldier during transition after deployment. 17 A limitation of the current study includes potential selection bias since the survey participants were not randomly selected but were identified via convenience sample. Additionally, all of the measures used in the present study were based on self-report and were assessed at a single point in time. Although the high participation rate provides moderate confidence in our findings, the results of the study should be generalized to the larger Marine population with caution. Another limitation of the survey is that it did not include the current mental health status of the participants, and the majority of the sample reported that they never wanted or needed help for mental health issues.
Strengths of this study, on the other hand, included a focus on multiple barrier domains and perceptions of CSRs in a contemporary cohort involved in the COSC program. Future studies in the area should gather data from a larger, randomly selected population and include mental health diagnoses and prior experiences with mental health treatment in order to reliably evaluate differences in sigma perceptions across multiple groups.
